


















Table 1—World Health Organization 
(WHO) BMI Classification
Classification	 	 	 BMI	(kg/m2)
Normal      18.5-24.9
Overweight      25.0-29.9
Obese class I      30.0-34.9











lies is  likely due to undiagnosed type 2 diabetes mellitus,  it  is 
likely that there are other mechanisms at work, such as altered 

















tically  significant. Assuming  there  are  no  other  abnormalities 
on  early  ultrasounds, waiting  until  20 weeks  to  complete  the 
anatomy ultrasound will likely improve visualization.  Fundal 
height measurements  are  a  poor  predictor  of  fetal  growth  in 
the obese patient population, due to the significant abdominal 
girth.  While obese patients are not at greater risk of intrauterine 










The  incidence of gestational diabetes  also  increases with  each 








would  not  have  any  increase  in  pregnancy  risks  (specifically 
IUGR) with lower weight gains.  
Gestational  hypertension  and preeclampsia  are more  com-
monly seen in the obese gravida,  in comparison to those with 
a normal BMI.   Preeclampsia  is approximately 1.5  times more 
likely in the obese patient and up to 5 times more likely in the 














obese gravidas.   However,  if patient history  (daytime  somno-
lence,  loud  snoring,  and  longstanding  chronic  hypertension) 
or clinical exam reveals further cause for suspicion, referral of 
patients  for  further  evaluation  is warranted.   Untreated  sleep 
apnea may lead to pulmonary hypertension, right heart failure, 
stroke and cardiac arrhythmias.   Treatment with CPAP has fa-











the other maternal comorbidities.   Unfortunately,  these  induc-
tions are more likely to result in Cesarean deliveries.  
Intrauterine  fetal  demise  (IUFD)  has  been  more  recently 
identified  as  a  risk  associated  with  increased  pre-pregnancy 
weight, even after controlling for other maternal comorbidities. 
The pathology of this increased risk for IUFD is not certain.  Al-
though  this  risk  is almost  twice of  that  seen  in a patient with 
a normal BMI, given  the  rare occurrence of  IUFD,  there  is no 
current  recommendation  to  perform  routine  antenatal  testing 





Antepartum	Risks	 	 	 Odds	ratio
Spontaneous abortion      1.2
Neural tube defect      1.7-3.1
Suboptimal ultrasound visualization 
Gestational diabetes      2.6-5.4
Gestational hypertension     1.6-3.0
Preeclampsia        1.6-4.8
Premature delivery      1.0-1.8 (NS)
Intrauterine fetal demise (IUFD)    1.5-2.1
Macrosomia        2.0-3.8
Shoulder dystocia      1.5-3.1





macrosomia  than  pre-pregnancy  obesity.  Limiting  pregnancy 
weight gain and strictly controlling blood glucose are the best 
methods  to minimize  the  risk  of macrosomia  and  subsequent 
shoulder dystocia.   Preterm  induction  for  suspected macroso-
mia is not recommended.   
Antepartum Care
Record  the height and weight at  the  initial visit and calcu-
late the patients BMI.  This baseline BMI is an important tool to 
counsel the patient on appropriate weight gain (see BMI Infor-

















and when  they  are  successful  often  have  vaginal  tears which 
are difficult to visualize and repair.  They have an increased in-












active  phase  of  labor  is  often  prolonged.    The median  active 
























weight  patient  and  40%  in  the morbidly  obese.   Additionally 
trial  of  labor  carried  a  5  fold  risk  of  uterine  rupture  (2.1% vs 
0.4%).   They also  found a 5  fold  risk of neonatal  injury  (1.1% 
vs 0.2%) fractures, brachial plexus injuries and lacerations.  Al-



























routinely  using  prophylactic  postoperative  anticoagulants,  if 
there are no other risk factors for a thrombosis other than obe-
sity. 
Postpartum  complications  include  increased  risk  of  endo-
metritis  even when  antibiotics  are  administered,  post  partum 
hemorrhage,  thromboembolism,  prolonged  hospital  stay  and 
increase in depressive symptoms.  Overweight women are twice 
as  likely  to  report  depression  compared  to women of  normal 
weight.  
Breast  feeding  offers  multiple  benefits  to  both  infant  and 
mother.  There is a correlation between postpartum weight loss 
and duration of breast feeding.  However, morbidly obese moth-
























the altered  in utero environment  in which  the  fetus develops. 
Specifically,  the  risks  of  childhood  and  adolescent  obesity  are 









sibility  to  address  the  overwhelming  health  consequences  of 
obesity with our patients.   Encouraging long-term weight loss 
through diet  and exercise  is  the ultimate goal.   However,  this 
is  not  attained by many women  and other  options  should be 
considered.  Bariatric surgery should be discussed with patients 
who are morbidly (class III) obese.   If significant other comor-
bidities  exist,  bariatric  surgery  can  be  considered  for  patients 
with a BMI >30.   Surgical options are  increasingly covered by 
private  insurance,  Medicaid  and  Iowa  Care  programs.    Both 
malabsorptive and restrictive procedures have shown promis-
ing long-term success rates.  Increasing safety data for pregnan-
cies  following bariatric  surgery  is  becoming  available.   Many, 
but not all, of the pregnancy risk factors associated with obesity 














The following information sheet may help guide a discussion with your patients. 
 
BMI  Information Sheet 
 
Body Mass Index (BMI) – this is calculated by using both your height and weight 
 Normal BMI is less than 25 
 Overweight is 25-29.9 
 Obese is greater than 30 
  Class 1 obesity is a BMI 30-34.9 
  Class 2 obesity is a BMI 35-39.9 
  Class 3 obesity is a BMI greater than 40 
 
Your current BMI is __________ 
 
Obesity is associated with early and recurrent miscarriage.  Obese women who conceive 
with IVF have an increased rate of spontaneous loss. 
 
Fetal risks associated with obesity : Prematurity, stillbirth, neural tube defects and 
macrosomia (large fetal size) as well as other birth defects such as omphalocele 
(abdominal wall defect) and heart defects.  Some of these risks may be related to 
metabolic abnormalities such as elevated levels of insulin.  Large babies are at risk for 
adolescent obesity, metabolic syndrome (diabetes, elevated blood pressure) and type 2 
diabetes. 
 
Ultrasound may be less accurate and fetal malformations may be more difficult to 
diagnose.  The fetal heart and spine may be difficult to assess. 
 
Delivery considerations: Difficulty estimating fetal weight, difficulty with fetal 
monitoring, difficulty with emergent cesarean deliveries, and difficulty with patient 
transfer.  IV placement may difficult and special operating tables may be necessary.  
 
Obstetric complications : Increased risk of gestational hypertension, preeclampsia, 
gestational diabetes, macrosomia and higher rate of cesarean section.   
 
Operative complications : Increased rate of excessive blood loss, longer operative times, 
wound infection, endometritis and anesthetic complications. 
 
VBAC (vaginal birth after cesarean section) – increasing BMI was associated with failed 
trial of labor based on a recent large study from the MFM Network.  The risk of uterine 






Your recommended weight gain is ________ 
 
 
We encourage you to continue or start an exercise program daily by doing the following 
_____________________________. 
 
We recommend a nutrition consultation. 
 
We recommend the following additional tests – liver function tests______ , sleep 
study_____, EKG_______, echo _______, other________. 
 




Name       Date 
 
 
Witness      Date 
 
 
 
